need for studies of the use of syrup of ipecacuanha in adults.
At the Royal Perth Hospital Emergency Centre, syrup of ipecacuanha has for some ten years been used in suitable cases as first-line treatment in accidental or intentional poisonings in adults. While this treatment gave satisfactory results in the clinic, it was not until recently that a systematic study of its efficacy was made (llett et al. 1977) .
Thirty-four patients were given a 15 ml dose and 33 patients a 30 ml dose of Syrup of Ipecacuanha APF (Australian Pharmaceutical Formulary, 0.14% w/v total alkaloids) together with a 200 ml draught of water. Patients who did not vomit within 30 minutes of the first dose were given a second dose of equivalent size and a second 200 ml draught of water. In the 15 ml dose group, 68% of patients vomited after the first dose (mean time to vomit = 17 min) and a further 20% vomited following a second dose of syrup (mean time to vomit = 45 min after first dose), making a total response of 88% in this group. In the 30 ml dose group, 76/ 11 of patients vomited following the first dose (mean time to vomit= 17 min) and a further 20% vomited following the second dose (mean time to vomit = 36 min after first dose), making a total response of 96% in this group. There was no significant difference between the 15 and 30 ml dose groups in the percentage of patients vomiting. In a further 38 patients, a 15 ml dose of Ipecac Syrup, the United States Pharmacopoeia formulation of ipecacuanha syrup (0.12% w]» total alkaloids), produced results similar to those found for the APF formulation at the same dosage.
The duration of the vomitmg usually varied between 10 and 25 minutes, and in no case was it necessary to administer antiemetic drugs to counteract the emesis induced by ipecacuanha. The initial vomiting was characteristically projectile, but once the stomach was empty, vomiting subsided fairly rapidly in most patients.
Our results indicate that a 15-30 ml dose of Syrup of Ipecacuanha APF can be expected to produce emesis in about 60-70% of adults with a lag time of some 17-20 minutes. When vomiting does not occur after the first dose of ipecacuanha, a second dose of equivalent size may be given, with the expectation of an overall emetic response of around 90% after two doses.
It is interesting to note the usual admonition not to use ipecacuanha when drugs with antiemetic properties have been ingested. In our study we took particular note of those patients who had ingested such agents. All 7 of these patients vomited after administration of one dose of ipecacuanha syrup. This and similar findings by Thoman & Verhulst (1966) suggest that local irritant properties of ipecacuanha may be more important than its central actions in determining its emetic efficacy.
In our investigation, syrup of ipecacuanha was administered by trained personnel in the emergency room. This does not necessarily mean that ipecacuanha should not be recommended for use in adults in the home. As there is a considerable delay between ingestion of the poison and presentation of the patient at the hospital (up to 2 hours in our study), the possible disadvantages of the administration of ipecacuanha by lay persons in the home may well be outweighed by the advantage of early removal of the poison from the body. Because there is a possibility of toxicity being manifested in children who fail to vomit after being given syrup of ipecacuanha, we have suggested that the unit size of Syrup ofIpecacuanha APF packaged for use in the home should be restricted to a volume not greater than 30 m!. This amount (equivalent to 42 mg of emetine) is sufficient to give an effective emetic response in both adults and children, but is much less likely to cause toxicity even if the whole dose is retained by a small child. Role of the district or non-teaching hospital From Sir John Donne Chairman, South East Thames Regional Health Authority, Wellesley Road, Croydon CR9 3QA Sir, I have worked in the NHS for nearly 20 years in a voluntary capacity. I am al} enthusiast for the NHS but can see many of its faults. Finally, I am not active in any political party, believing strongly that health should be above party politics.
Why is the NHS not as good as it should be? It really is too easy to say 'shortage of money', and I do not think that that is what Sir George Godber is saying, simpliciter, in his letter (April Journal, p 300).
The Health Service, as Dr Paulley reminds us (February Journal, p 88), grew up piecemeal over the centuries. People of goodwill built hospitals without any kind of Regional or National plan. The Dawson report, to which Dr Paulley refers in his article (p 89), identifies very clearly the role of What it calls 'secondary health centres' -which represent today's district general hospitals (DGHs) -and their relationship with primary health centres (the health centre and community hospital of today) and the teaching hospitals. Dr Paulley has chosen to attack expenditure on community care which, of course, includes most of the primary care services and community hospitals, as if it was excessive, wasteful and misdirected. In fact, they are complementary, and the real problem is that through inadequate capital and the necessary revenue to go with it, it has just not been Possible to complete the 'Secondary Health Centre' programme throughout the country, which Would have ensured that within a Health District one or two sites would have' had on them a comprehensive range of specialty services, including geriatricians and psychiatrists working to gether to serve the needs of their surrounding population. Regrettably, there are still many parts of the country where specialties are working in isolation from a major district general hospital.
However, there has been some progress in the capital programme, partly in relation to the teaching hospitals. Within my own Region there has been an exodus of a large part of the teaching hospital's districts' population, mainly out to the peripheral areas, resulting in increased pressure in those districts, most of which do not have a modern secondary health centre or a DGH. So, in many areas of the country we have too few modern hospitals to serve the needs of patients (and I do often use that word) in the area, and in somefewer -areas there are too many. Our forebears have, therefore, compounded our present problem of a shortage of funds by putting many hospitals in the wrong places, often through no fault of their own, e.g. migration. I do not think Dr Paulley believes that we should sti11lock away our mentally ill and mentally handicapped patients in inaccessible monstrosities, but I cannot detect in his article a constructive variant from current National or Regional policies that major acute mental illness units should be at DGHs and that much smaller, humane -and above all, humanunits should be developed near their point of origin for the increasingly small number that may remain for the rest of their lives in hospital.
Dr Paulley has a dig at the Resource Allocation Working Party (RAWP), and well he may. No one pretends that standardized mortality ratios are infallible, but if we ignore them in our Region it would mean taking away even more from our teaching hospitals. There are a number of gaps to be made good. Few, for example, would maintain that service increment for teaching makes adequate provision for dental teaching; and how do we measure social deprivation? But surely we are not concerned with minutiae? Has not RAWP only confirmed that some parts of the country (and of each Region) are far better provided than others? Perhaps Dr Paulley would like to define what serviceseach district should have, and how he would identify what he calls 'essential services'. The cost of implementing this could be measured and compared with target figures under RAWP.
Can we not stop ill-informed and usually inaccurate criticism of each other -of which Dr Paulley's article contains many examples? By this I do not just mean that consultants should abjure their weekly letter to The Times about administrators, but that all of us, the professionals of all disciplines and thelaymen, should seek to work together to make the best possible use of our scarce resources. To my mind that includes primary health care, because, expense apart, patients just do not like nor always need to go to hospital; the
